gle cells, cluster and microvessels) were observed in organized thrombi compared with fresh thrombi (P<0.05). CD105+, Ki67+, or C-kit+ ECs (active, proliferating cells) were present in all the stages, but significantly more in organized thrombi and mainly as clusters (P≤0.05 for all). In contrast, CD133+ ECs (primitive cells/EPCs) were found only sporadically in all groups. Conclusion: Endothelial cells contribute to initiation and progression of thrombus organization after plaque rupture. The role of stem cells appears to be limited in this process.
Background: Hemodynamically significant coronary stenosis generates local blood flow turbulence. In a prior study, we demonstrated feasibility of acoustical detection (AD) to identify this turbulence using a specialized microphone that detects acoustical pressure waves from the chest wall and analyzes signals using a modified form of fast Fourier transform (FFT). We have expanded our study to include analysis in the setting of clinically relevant variables including age, sex, body mass index (BMI), hemoglobin (Hgb), and left ventricular ejection fraction (EF). We hypothesize that this AD modality will remain validated in a clinically relevant cohort of patients, including those with potential confounding variables. Methods: We prospectively studied 199 consecutive patients who underwent elective coronary angiography. Patients with history of valvular disease or prior thoracic surgery of any kind were excluded. AD data were collected prior to angiography at predetermined anterior thoracic auscultation sites. An experienced cardiologist blinded to clinical and acoustic data recorded the maximal percent diameter stenosis in each of 16 coronary segments. Acoustic data were analyzed by an acoustical engineer blinded to clinical and angiographic data. AD analysis results were graded as "Normal" or "Diseased." Results: All pts had analyzable acoustic recordings. Prevalence of significant CAD (>50% stenosis in any segment) at angiography was 51.8% (n=106; 22%, 19%, 9% with 1, 2, 3-vessel disease). Four patients had a total occlusion of a single vessel and no other significant disease. The sensitivity and specificity for AD of a coronary stenosis >50% in any vessel were 0.64 and 0.75 (NPV 0.66 and PPV 0.73) . AD had maximal accuracy in detecting a >50% stenosis with an area under the ROC curve of 0.69 (p<0.0001). When coronary stenosis was defined as 70% rather than 50%, the sensitivity and specificity of AD were 0.65 and 0.69. When pts with isolated total occlusions were excluded, the area under the ROC curve was essentially unchanged (0.67). Multivariable logistic regression of age, sex, BMI, Hgb, and EF demonstrated no significant correlation. Conclusion: These data support our hypothesis that AD remains a validated screening modality to detect coronary stenosis independent of theorized confounding mechanical and flow-related variables. The reduced economic cost, potential widespread use, and lack of risk altogether make this method a practical and potentially transformative technology to detect significant coronary stenosis in a clinically relevant patient population. Purpose: Elderly patients (aged ≥ 75) account for an increasing proportion of those requiring investigation and treatment for coronary arterial disease (CAD). The aim of this study was to describe the risk profiles of elderly patients undergoing non-emergency coronary angiography, the extent of disease identified, periprocedural complications and subsequent rates of coronary revascularisation including follow-on PCI. . Among the elderly cohort, symptoms were more severe and disease more extensive, compared to patients (aged < 75 years). Elderly patients with CAD were less likely to proceed to revascularisation (adjusted OR 0.73, 95% CI 0.65-0.82, p<0.001), except in the presence of left main stem stenosis (adjusted OR 1.47, 95% CI 01.04-2.06, p<0.001). Peri-procedural complications following isolated angiography were infrequent irrespective of age. Overall, 2.0% of elderly patients suffered complications, compared with 1.6% of young patients. (p<0.001). Among those found to have no significant CAD, the figures were 1.9% and 1.1% respectively (p<0.001). Conclusions: Coronary angiography is a safe procedure in the elderly. Nonetheless, the threshold for performing coronary angiography appears to be higher and, in spite of more severe symptoms and disease, they are less likely to progress to revascularisation.
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Occupational risks in cardiac catheterization laboratory workers Background: Orthopedic strain, work stress and radiation exposure are recognized risk factors in catheterization laboratory workers. However, the potential occupational health effects still needs to be investigated. Aim: To examine the prevalence of health problems among Cath Lab personnel and correlate them with years of work in cath lab. Method: A web-based national survey was launched in collaboration with the Italian Society of Invasive Cardiology (GISE). The questionnaire included items on symptoms and diseases, radiological workload, and years of employment, and all other lifestyle confounding factors. Results: A total number of 680 questionnaires were properly filled comprising 400 Cath Lab staff (247 males; 43±9 years) and 280 unexposed controls (179 males; 43±7years). Cath Lab personnel included 171 interventional cardiologists (138 males; 46±9 years); 175 nurses (73 males; 42±7 years) and 54 technicians (36 males; 40±12 years) working in cardiac cath lab for 11.0±8.0 years (range 1-46 years). There was no difference in terms of gender, age and smoking habits between exposed and unexposed subjects. Cath Lab personnel had a significantly higher incidence of skin lesions (p=0.004), orthopedic problems (p=0.0000), lens opacity/cataract (p=0.004), psychiatric/anxiety disorders (p=0.0000), thyroid disease (p=0.0000) and hypertension (p=0.001) when comby guest on April 12, 2016 http://eurheartj.oxfordjournals.org/
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Intervention / Peripheral circulation 1007 pared to controls. Statistically significant differences were found in the rate of clinical effects across tertiles of years of work (see Figure) . Conclusions: Health problems (of complex origin, from orthopedic strain to chronic stress to radiation exposure) are more frequently observed in Cath Lab personnel than in unexposed controls, raising the need of innovations that increase safety of the staff.
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Better Inflation time of stent balloon on stent expansion and apposition: an optical coherence tomography study E.S. Shin, S.H. Ann, J.W. Chung, J.H. Lee, J.M. Kim, S.J. Kim. Ulsan University Hospital, Ulsan, Korea, Republic of Purpose: Adequate stent expansion and apposition are important for maintaining good clinical outcomes after coronary intervention. We determined the effect of inflation time of the stent balloon on stent expansion and apposition using optical coherence tomography. Methods: Subjects included 17 patients (18 de novo coronary artery lesions), in whom Resolute Integrity ® (n=9) and Xience prime ® (n=9) were deployed. The stents were inflated three times in all cases at the nominal inflation pressures (8.9±0.6 atm) by the stent delivery balloon with different inflation times of first, 15 seconds and 30 seconds. The first inflation time was determined by immediate deflation after confirming the full inflation of balloon. After each inflations, mean stent area, number of malapposed struts, mean depth of malapposed struts, malapposed stent area, malapposed stent volume were analyzed using optical coherence tomography. Results: After the first, second and third inflation of stent balloon, stent area increased, 5.9±1.7mm 2 , 6.7±1.8 mm 2 vs. 7.0±1.8mm 2 , p<0.001) (Figure 1.) Pathologic studies reported neoatherosclerosis, including neointima-calcification, could be accelerated in DES than BMS (JACC2011;57:1314). However, clinical features of neointima-calcification remain unknown in vivo.
Methods:
We assessed neointima-calcification as a marker of neoatherosclerosis in 233 patients after BMS and DES implantation over extended late phase (> 5 years) by IVUS. IVUS analysis was performed during the early phase (Early-p) (<12 months, n=119) and late phase (Late-p) (> 5years, n=114).
Results: In Early-p, the incidence of neointima-calcification was similar between BMS and DES, but in Late-p significantly greater in BMS than DES (34% vs 11%) (Table) . The arc of neointima-calcification in Late-p was significantly greater in BMS than DES (53°vs 17°). An independent determinant of neointimacalcification in Late-p included longer stent-duration alone (p<0.01), irrespective of stent-type. Further, the prevalence of neointima-calcification in patients with VLST was similar between BMS and DES (20% vs 22%, respectively). 
